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LECTURE  I. 

DIAGNOSIS. 


GENTLEMEN, — The  subject  of  syph¬ 
ilis  of  the  nervous  system  is  one  of  so 
much  importance,  on  account  of  the  fre¬ 
quency  of  its  occurrence  and  of  the  prac¬ 
tical  results  of  its  recognition  and  correct 
treatment,  that  I  would  to-day  call  your 
attention  to  it  most  especially. 

Viewed  from  a  pathological  stand-point, 
and  omitting  affections  of  the  cranial  bones 
and  their  periosteum,  cerebral  syphilitic 
affections  may  be  arranged  in- three  classes: 
those  in  which  the  chief  lesion  is  a  neo¬ 
plasm  ;  those  in  which  it  is  an  inflamma¬ 
tion  ;  those  in  which  it  is  a  degeneration 
of  the  vessels.  In  a  very  large  proportion 
of  cases  all  three  lesions  co-exist,  and  prob¬ 
ably,  in  the  great  majority  of  instances, 
at  least  two  of  them  are  present.  That  a 
tumor  or  a  meningitis  may  be  the  sole  ex¬ 
pression  of  a  syphilitic  taint  is  well  known; 
but  the  connection  between  degeneration 
of  the  cerebral  vessels  and  syphilis  is  not 
so  familiar. 

The  frequency  with  which  the  venereal 
taint  leads  to  degeneration  of  the  large 
arteries  is  now  well  established,  and  in  the 
work  of  Dr.  Heubner*  are  collected  various 
cases  in  which  post-mortem  examinations 
have  proven  the  invasion  of  the  cerebral 
vessels  by  the  constitutional  infection.  It 
seems  to  me  very  evident  that  the  connec¬ 
tion  between  apoplexy  and  syphilis  is  more 
frequent  and  more  immediate  than  is  usu- 


*  Der  Luetische  Erkrankung  der  Hirnarterien,  Leipsic,  1874. 


ally  believed.  Most  drunkards  are  dissi¬ 
pated  in  more  ways  than  one,  and  upon 
every  man  or  woman  who  has  had  impure 
connection  rests  the  shadow  of  a  possible 
syphilitic  taint.  Alcohol  is  assigned  as 
the  cause  of  capillary  degeneration  in  very 
many  fatal  apoplexies  occurring  in  the 
young.  Probably  syphilis  rather  than  alco¬ 
hol  is  in  these  cases  often  the  fons  et  origo 
mali.  Further,  it  is  perfectly  conceivable 
that  these  two  causes  shall  be  co-workers 
of  ruin. 

In  hospital  practice  it  is  often  difficult 
to  learn  the  history  of  apoplectics;  and 
I  have  not  yet  been  able  in  any  case  of 
apoplexy  to  verify  a  syphilitic  origin  by 
the  conjoint  evidence  of  a  history  during 
life  and  the  finding  of  specific  lesions  after 
death.  In  one  in  my  wards  in  the  Phila¬ 
delphia  Hospital,  the  existence  of  a  syphi¬ 
litic  lesion  of  the  vessels  of  the  brain  was 
made  exceedingly  probable  during  life  by 
the  co-existence  of  a  slow  progressive  brain- 
failure,  without  evidence  of  localized  cere¬ 
bral  disease,  but  with  very  numerous  retinal 
apoplexies  in  both  eyes:  this  patient  passed 
out  of  view  before  a  final  result  was  worked 
out. 

The  diagnosis  of  cerebral  syphilis  is  a 
threefold  one,  embracing  the  seat  of  the 
lesion,  its  character,  and  the  question 
whether  it  is  or  is  not  specific.  The  im¬ 
portant  practical  decision  is  always  as  to 
the  nature  of  the  lesion. 

It  makes  some  difference  in  the  treat- 
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ment  whether  we  believe  the  departure 
from  normal  to  be  inflammatory  or  neo¬ 
plastic  ;  but  this  difference  is  slight  when 
compared  with  the  difference  in  the  treat¬ 
ment  of  specific  and  non-specific  cerebral 
lesions.  This  is  the  more  satisfactory  be¬ 
cause,  for  reasons  which  I  shall  state  pres¬ 
ently,  I  am  convinced  that  it  is  sometimes 
impossible  in  the  present  state  of  our  knowl¬ 
edge  to  distinguish  with  certainty  between 
the  two  lesions  during  life. 

Given  a  case  of  evident  brain-lesion,  is 
it  possible  to  decide  as  to  its  syphilitic 
nature  from  the  symptoms?  Theoretically, 
gentlemen,  it  is  not  possible;  practically, 
we  are  often  able  to  distinguish  the  spe¬ 
cific  nature  with  reasonable  certainty. 
Evidences  of  a  progressively  increasing 
pressure  at  the  base  of  the  brain  occurring 
in  an  otherwise  healthy  young  or  middle- 
aged  adult,  without  a  history  of  exposure 
to  sun-stroke  or  other  cause  of  menin¬ 
gitis,  point  strongly  towards  a  syphilitic 
origin. 

Non-specific  basal  meningitis  and  basal 
cerebral  tumors  are  very  rare  in  non-tuber- 
culous  adults.  Upon  this  is  dependent  the 
fact  that  slowly-developed  paralyses  of  the 
motor  nerves  of  the  eye  and  its  muscles 
are  so  generally  dependent  upon  syphilis. 
Paralysis  of  the  portio  dura  of  the  seventh 
pair  does  not  have  a  similar  significance, 
for  several  reasons.  The  nerve  arises  so 
far  back  and  proceeds  so  immediately  out¬ 
wards  to  enter  the  internal  auditory  meatus 
that  it  is  not  usually  seriously  compro- 
mitted  by  a  basal  exudation,  and  therefore 
escapes  in  syphilitic  meningitis.  On  the 
other  hand,  owing  to  its  long  passage 
through  the  bony  canal,  and  to  its  ex¬ 
tremely  superficial  and  exposed  point  of 
exit,  the  facial  nerve  is  excessively  apt  to 
be  paralyzed  by  rheumatic  or  other  inflam¬ 
mations  and  exudations.  Hence,  facial 
palsy  may  be  said  on  the  whole  to  be  anti¬ 
syphilitic  in  its  expression.  It  must,  how¬ 
ever,  be  borne  in  mind  that  specific  palsy 
of  the  nerve  may  occur.  I  have  seen  un¬ 
questionable  cases  of  it. 

Cerebral  syphilis  may,  however,  destroy 
a  patient  without  the  induction  of  basal 
exudation,  and  without  producing  a  single 
suspicious  symptom.  In  these  cases  the 
primary  guide  must  be  the  history.  Often 
this  is  very  clear,  but  not  rarely  it  is  of 
such  character  as  to  obscure  rather  than 
reveal  the  truth. 

SvDhilis  of  the  nervous  system  usually 
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occurs  very  late  in  the  disorder,  and  is 
in  my  experience  especially  prone  to  exist 
in  those  whose  secondaries  have  been  un¬ 
usually  light,  or  even — if  there  be  any 
truth  in  man — have  been  absent.  Patients 
very  often  having  been  free  for  years  from 
specific  disorders,  having  had  families  of 
healthy  children,  and,  it  may  be,  even  un¬ 
conscious  that  they  have  ever  had  a  primary 
sore,  are  astounded  when  they  learn  the 
nature  of  their  malady.  I  am  inclined  to 
believe  that  in  most  of  these  people,  when 
stripped,  the  experienced  eye  would  find 
some  suspicious  markings ;  but  in  this 
country  you  cannot  strip  men,  still  less 
women,  on  suspicion,  and  both  men  and 
women  suffer  from  cerebral  syphilis. 

When  to  the  facts  enumerated  is  added 
the  perverse  tendency  not  rarely  evinced 
by  patients  to  deny  stoutly,  even  to  the 
peril  of  life,  that  which  they  know  to  be 
true,  it  is  evident  that  too  great  care  cannot 
be  exercised  in  cross-examining  a  patient 
and  in  receiving  his  answers  cum  grano 
salis.  In  asking  questions,  be  careful  as 
to  time  and  opportunity.  I  have  seen  the 
specific  character  overlooked  because  the 
doctor  questioned  the  man  before  his  wife. 
He  would  be  a  stern  adherent  to  truth 
who  did  not  break  allegiance  under  such 
provocation.  It  has  come  to  be  my  invari¬ 
able  rule  always  to  believe  that  indications 
of  meningitis  or  cerebral  tumor  occurring 
in  an  otherwise  healthy  young  or  middle- 
aged  adult  are  the  results  of  syphilis,  if  a 
confession  be  made  of  even  a  single  impure 
connection  in  early  life.  Indeed,  I  will  go 
further.  Often  it  is  well  to  avoid  ques¬ 
tioning  your  patient  at  all,  for  his  sake, 
for  his  friends’  sake,  for  your  own  sake. 
Leave  the  history  of  the  past  unstirred. 
Make  the  therapeutic  test,  and  keep  your 
own  counsel.  Nothing  will  be  lost  to  the 
patient,  and  a  few  weeks  will  enable  you 
to  decide  the  matter.  If,  gentlemen,  you 
do  this  in  every  case  of  brain-tumor  or  of 
chronic  meningitis  occurring  in  young  or 
middle  life,  you  will  some  time  stumble 
most  unexpectedly  upon  a  brilliant  result. 

It  is  a  matter  of  some  practical,  and 
always  of  much  scientific,  interest,  to  de¬ 
termine  the  exact  character  and  seat  of  the 
lesion  in  cerebral  syphilis.  The  rules  which 
govern  the  judgment  in  deciding  the  seat 
of  the  lesion  are  the  same  for  specific  and 
non-specific  cerebral  disease,  and  I  shall 
not  speak  of  them  here.  In  regard  to  the 
character  of  the  lesion,  the  trouble  is  to 
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distinguish  between  syphilitic  meningitis 
and  tumor. 

You  will  remember  that  the  symptoms 
present  in  cerebral  syphilis  are,  failure 
of  general  intellection  and  of  special  in¬ 
tellectual  functions,  local  and  general  par¬ 
alyses,  convulsions,  headache,  and  changes 
in  the  optic  disks.  Let  us  take  these 
symptoms  up  seriatim,  and  endeavor  to 
determine,  if  possible,  their  diagnostic 
significance. 

Failure  of  memory  and  of  the  general 
intellectual  powers  is  common  to  both 
meningitis  and  tumor,  but  is  more  usual 
and  more  intense  in  tumor  than  in  menin¬ 
gitis.  A  complete  or  nearly  complete 
loss  of  intellectual  power  occurring  in  a 
case  of  cerebral  syphilis  would  certainly 
indicate  a  very  wide-spread  involvement 
of  the  brain-tissue, — one  which  could 
scarcely  be  other  than  secondary  to  a  tu¬ 
mor  or  to  a  degeneration  of  the  cerebral 
vessels.  Still,  I  have  seen  very  pronounced 
loss  of  memory  and  slowness  of  intellect, 
when  post-mortem  examination  showed 
that  the  chief  lesion  was  a  general  and 
intense  meningitis.  The  destruction  of 
local  brain-functions,  indicating  organic 
lesion  occurring  at  such  positions  as  not  to 
be  affected  by  the  exudation  of  meningitis, 
is  very  indicative  of  tumor.  Even  such 
loss  of  power,  unless  total,  cannot,  how¬ 
ever,  be  relied  on.  Thus,  in  a  case  of 
very  decided  though  not  complete  aphasia, 
I  found,  on  post-mortem,  meningitis  with¬ 
out  appreciable  lesion  of  the  island  of 
Reil.  Nevertheless,  total  abolition  of  a 
localized  function  must  be  considered  as 
decisive  of  change,  affecting  either  the 
centre  or  its  nerves,  and  when  present 
affords  the  best  criterion  we  have  for  de¬ 
ciding  the  nature  of  the  lesion.  Thus,  a 
complete  or  even  a  nearly  complete  hemi¬ 
plegia  in  cerebral  syphilis  is  almost  a  com¬ 
plete  proof  of  the  existence  of  a  profound 
alteration  in  the  neighborhood  of  the  corpus 


striatum,  and,  hence,  of  tumor,  or  of  brain¬ 
softening  from  capillary  degeneration. 

On  the  other  hand,  paralysis  of  the  basal 
nerves  of  the  brain  indicates  meningeal 
trouble,  because  a  tumor,  at  least  without 
co-existent  meningitis,  is  very  rare  in  such 
positions,  whilst  chronic  meningitis  habitu¬ 
ally  assaults,  with  its  exudation,  the  nerves 
of  this  region. 

The  convulsions  of  cerebral  syphilis  are 
of  two  forms,  the  one  indicative  of  men¬ 
ingitis,  the  other  of  tumor.  In  the  men¬ 
ingeal  form  the  convulsion,  in  all  cases 
which  I  have  seen,  was  evidently  depend¬ 
ent  upon  an  acute  exacerbation,  and  was 
not  truly  epileptiform. 

The  convulsion  does  not  pass  in  a  few 
minutes,  but  continues  for  hours,  is  evi¬ 
dently  excited  by  irritation,  so  as  to  be 
almost  tetanic,  and  usually  is  accompa¬ 
nied  by  decided  rigidity  and  opisthotonos. 
With  it  is  not  simply  sleep  or  stupor,  but 
wild  delirium,  a  fury  of  screaming  and 
fighting.  True  epileptiform  convulsions 
occurring  at  irregular  intervals  in  cerebral 
syphilis  are  indicative  of  tumor.  I  do  not 
mean  to  affirm  that  they  are  positive  proof 
of  the  existence  of  a  tumor.  The  evidence 
upon  this  point  is  not  sufficient.  They  cer¬ 
tainly  do  render  the  existence  of  a  tumor 
exceedingly  probable.  Fatal  cases  of  cere¬ 
bral  syphilis,  under  proper  treatment,  are 
very  rare.  Wherever  I  have  had  an  oppor¬ 
tunity  of  making  post-mortems  where  epi¬ 
lepsy  has  existed  during  life,  a  tumor  was 
found  after  death. 

I  do  not  think  any  light  is  thrown  upon 
the  lesion  by  the  character  of  the  headache  : 
this  varies  very  much  in  both  affections, 
and  may  be  very  trifling  in  either.  The 
same  may  be  said  of  changes  in  the  optic 
disk,  excepting  that  whilst  a  normal  optic 
nerve  is  not  very  rare  in  tumor  it  is  almost 
inconceivable  in  basal  meningitis  with 
marked  exudation. 
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LECTURE  II. 

PROGNOSIS  AND  TREATMENT. 


GENTLEMEN, — In  my  last  lecture  the 
subject  of  cerebral  syphilis  was  studied 
from  a  diagnostic  point  of  view ;  to-day  I 
shall  direct  your  attention  chiefly  to  the 
prognosis  and  treatment  of  the  malady.  To 
be  able  to  give  a  correct  idea  of  the  future 
of  any  individual  case  of  disease,  it  is  neces¬ 
sary  to  have  a  knowledge  of  the  usual 
course  of  the  affection.  Cerebral  syphilis 
is  for  the  most  part  a  chronic  disorder, 
which,  when  left  to  itself,  eventuates 
almost  without  exception  in  death,  but 
which,  when  properly  treated,  usually 
yields  rapidly  to  remedies.  The  prospect 
of  success  in  any  case  depends,  of  course, 
very  largely  upon  the  stage  at  which  it  is 
first  seen;  but  it  is  remarkable  how  much 
of  serious  organic  destruction  assisted 
nature  will  often  restore.  Headaches  the 
most  violent  and  persistent  will  fade  away, 
paralysis  complete  and  extensive  will  dis¬ 
appear,  mental  failures  and  aberrations  of 
most  marked  type  will  yield,  and  the  wreck 
of  a  man  be  restored  to  the  full  glories 
of  American  citizenship.  Still,  there  are 
patients  in  whom  the  greatest  skill  fails ; 
and  the  important  question  is,  can  we 
distinguish  the  tractable  from  the  intract¬ 
able  cases?  Not  always  can  this  be  done, 
but  the  general  experience  certainly  war¬ 
rants  the  clinical  rule, — always  give  a  very 
guarded  prognosis  where  the  symptoms  of 
cerebral  syphilis  are  coincident  with  those 
of  syphilitic  cachexia.  When  cachexia 
does  not  exist,  a  bright  future  should  be 
predicted,  unless  there  is  evidence  of  total 
destruction  of  important  portions  of  the 
cerebral  centres. 

Experience  has,  however,  taught  me  that 
a  favorable  prognosis  should  not  be  made 
with  absoluteness,  on  account  of  the  danger 
of  some  of  the  symptoms  or  accidents  of 
the  disease,  and  on  account  of  the  occa¬ 
sional  occurrence  of  grave  and  even  fatal 
acute  exacerbations.  I  remember  a  case 
of  cerebral  syphilis  seen  in  consultation,  in 
which  one  of  the  most  notable  symptoms 
was  epilepsy.  I  stated  unhesitatingly  that 
the  patient  would  get  well,  and  was  seem¬ 
ingly  justified  by  the  rapid  progress  of  the 
case  towards  health,  until  one  day  this 
progress  was  unfortunately  impeded  by  an 
epileptic  spasm,  in  which,  the  suspension 


of  respiration  lasting  a  moment  too  long, 
asphyxia  occurred.  After  death  we  found 
small  gummata  in  the  pia  mater  at  the 
base  of  the  brain,  and  also  in  the  velum 
interpositum,  with  inflammation  and  soft¬ 
ening  of  the  pons  in  the  neighborhood  of 
one  of  the  tumors.  The  influence  which 
acute  exacerbations  exert  upon  the  prog¬ 
nosis,  and  the  still  greater  influence  they 
have  upon  the  treatment,  justify  their  con¬ 
sideration  here  in  some  detail.  Nervous 
syphilis  is,  as  I  have  already  stated,  es¬ 
sentially  a  chronic  disorder,  and  yet  it 
may  at  any  time  take  upon  itself  a  most 
acute  type.  Some  of  you  may  remember 
a  man  suffering  from  partial  aphasia,  vio¬ 
lent  headaches,  failure  of  memory,  etc., 
who  presented  himself  on  a  Monday  last 
spring  at  our  clinic.  The  history  of  syph¬ 
ilis  was  distinct,  and  the  diagnosis,  so  far  as 
cerebral  syphilis  was  concerned,  was  plain. 
The  same  night  the  unfortunate  patient  was 
seized  at  home  with  a  violent  convulsion. 
A  neighboring  practitioner  was  called  in, 
and,  notwithstanding  the  past  history, 
the  present  unconsciousness,  the  wild  de¬ 
lirium,  with  screaming  that  echoed  through 
the  house  and  fighting  that  it  took  three 
men  to  control,  diagnosed  strychnia¬ 
poisoning,  and  told  the  friends  that  no 
doubt  the  doctors  at  the  hospital  had 
meant  well,  but  that  they  had  overesti¬ 
mated  the  patient’s  strength,  and  had 
given  a  dose  of  strychnia  which  was  too 
large  for  him  in  his  weak  condition.  The 
strychnia-poison  treatment  was  earnestly 
kept  up  until  the  next  Friday,  when  the 
medical  man  in  charge,  beginning  to  sus¬ 
pect  that  something  was  awry,  despatched 
a  note  to  me,  stating  that  he  had  a  patient 
of  mine  suffering  from  symptoms  of  strych¬ 
nia-poisoning.  It  was  of  course  too  late 
for  treatment  to  be  of  any  avail,  and  the 
autopsy  showed,  what  was  almost  equally 
evident  during  life,  that  the  cause  of  death 
was  an  acute  meningitis  grafted  upon  a 
chronic  syphilitic  inflammation  of  the  cere¬ 
bral  membranes. 

Not  only  may  an  acute  attack  supervene 
upon  a  chronic  cerebral  syphilis,  but  the 
disease  may  in  its  outset  be  of  the  most 
acute' character.  Perhaps,  however,  in  this 
statement  I  am  going  a  little  too  far.  It 
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may  be  that  a  gumma  has  in  these  cases 
been  lying  concealed.  Whether  this  is  or 
is  not  the  case  I  have  no  evidence  to  decide, 
but  certainly  so  far  as  symptoms  are  con¬ 
cerned  the  attack  may  be  most  sudden  and 
acute.  Some  years  since,  I  saw,  in  consul¬ 
tation  with  Dr.  Fricke,  a  case  of  this  char¬ 
acter,  which  I  shall  narrate  directly,  as  it 
portrays  not  only  the  occasional  acute 
character  of  the  disorder  but  also  the 
proper  method  of  treatment  in  such  cases. 

What,  then,  ought  to  be  the  treatment 
of  an  acute  cerebral  syphilis?  Very  much 
that  of  an  acute,  non-specific  cerebral  at¬ 
tack  of  similar  type.  If  there  be  a  violent 
epilepsy,  with  the  epileptic  status,  nitrite 
of  amyl,  anaesthetics,  antispasmodics,  and 
other  usual  remedies  should  be  employed. 
If  the  pulse,  the  fever,  the  tout  ensemble  of 
symptoms,  indicate  intense  cerebral  con¬ 
gestion,  or  cerebritis,  free  venesection 
should  be  used.  In  any  case  of  doubt,  you 
should  remember  that  it  is  far  safer  to  bleed 
in  specific  epilepsy  than  in  a  threatening 
similar  attack  of  non-specific  character,  be¬ 
cause  in  the  latter  case  there  is  little  hope, 
of  removing  the  cause,  whilst  in  the  syph¬ 
ilitic  patient  there  is  every  reason  to  be¬ 
lieve  that,  if  time  be  gained,  remedies  will 
remove  the  disorder.  Violent  specific 
meningitis  should  receive  the  same  treat¬ 
ment  as  the  non-specific  disorder :  bleeding, 
local  and  general,  blistering,  and  mercury. 
In  the  previously  mentioned  case  of  acute 
meningitis  supervening  upon  the  chronic 
disease,  the  man  should  have  been  bled  at 
once,  ad  deliquium.  If  he  had  been  set  up 
in  bed,  a  large  orifice  made,  and  the  blood 
allowed  to  pour  forth  until  syncope  came 
on,  very  probably  to-day  he  would  have 
been  alive,  and  a  well  man. 

In  Dr.  Fricke’s  case,  the  man,  who  be¬ 
lieved  himself  to  be  in  perfect  health,  felt 
very  wretched  and  heavy  one  afternoon 
whilst  out  attending  to  business,  and,  re¬ 
turning  home,  sat  down  in  his  shop.  He 
soon  became  semi-unconscious,  and  was 
helped  up-stairs  to  bed,  and  directly  after¬ 
wards  was  seized  with  severe  convulsions 
and  delirium.  A  homoeopathic  practitioner 
was  sent  for,  and  a  couple  of  hours  later, 
the  convulsions  becoming  more  and  more 
violent,  Dr.  Fricke  was  summoned.  He 
found  the  patient  raving,  and  furiously 
convulsed  with  both  tetanic  and  clonic 
spasms.  At  first  he  employed  the  classic 
remedies  of  a  mild  character,  such  as  assa- 
foetida  clysters,  counter-irritation,  etc.  ; 


but  the  mustard-plasters  were  kicked  across 
the  room,  and  doctor  and  syringe-pipe  fol¬ 
lowed  them  with  remarkable  promptness. 
All  the  remedies  simply  redoubled  the  vio¬ 
lence  and  frequency  of  the  paroxysms;  their 
application  was  the  signal  for  a  furious  out¬ 
burst  ;  the  least  touch  produced  frightful 
contortions  and  spasms.  Then  the  lancet 
was  used,  and  when  a  quart  of  blood  had 
flowed,  quiet  had  been  restored,  and  even 
the  cheek  of  the  bleeder  began  to  blanch, 
but  Dr.  Fricke,  with  finger  upon  the  pulse, 
ordered  him  to  continue.  When  half  a  pint 
more  had  been  taken,  the  pulse  began  to  fail 
very  markedly,  and  the  arm  was  bandaged. 

After  an  hour  or  so,  twitchings  of  the 
muscles  and  other  symptoms  indicative  of 
a  recurrence  of  the  convulsions  coming  on, 
about  a  pint  more  of  blood  was  taken  from 
the  temples  by  cupping,  and  the  patient 
became  as  quiet  and  relaxed  as  a  sleeping 
infant.  The  next  day  he  awoke,  weak,  but 
free  from  pain  and  out  of  present  danger. 
The  subsequent  history  of  the  case  revealed 
the  nature  of  the  attack,  and  when  once 
the  specific  character  was  suspected,  and  the 
appropriate  remedies  employed,  a  gradual 
restoration  to  health  was  effected. 

The  treatment  of  chronic  cerebral  syph¬ 
ilis  is  essentially  a  simple  one.  It  has  been 
considered  to  consist  simply  in  the  free  ex¬ 
hibition  of  iodide  of  potassium,  and  in  the 
majority  of  instances  this  is  true.  In  giving 
the  iodide  it  should  be  remembered  that 
syphilitic  patients  bear  it  in  enormous 
doses  ;  that  in  many  cases  it  seems  to  be 
both  food  and  drink  to  them,  the  nourisher 
of  physical  well-being  and  moral  restora¬ 
tion  ;  that  often,  like  the  bromide  in  epi¬ 
lepsy,  it  is  necessary  for  the  patient  to  take 
it  persistently  for  months  and  even  years,— 
even  long  after  the  disappearance  of  all 
symptoms.  After  trials  of  various  methods, 
it  seems  to  me  that  its  exhibition  in  simple 
water  or  in  infusion  of  chamomile  affords 
the  best  method  of  giving  it.  Compound 
syrup  of  sarsaparilla  certainly  covers  its 
taste  better  than  anything  I  have  tried, 
but  is  apt  to  sicken  the  'stomach.  In  regard 
to  the  dose,  there  is  rarely  any  use  in  giving 
less  than  a  drachm  a  dajy,  and  frequently  a 
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use  of  mercury  in  the  disorder.  I  am  con¬ 
vinced  that  it  has  come  to  be  too  much  the 
custom  to  rely  upon  the  iodide.  When 
there  is  no  cachexia,  and  therefore  no 
contra-indication  to  mercury,  it  acts  more 
quickly,  and  even  more  effectually,  than 
the  iodide,  and  in  many  cases  the  only 
objection  to  its  use  is  prejudice. 

I  have  seen  a  syphilitic  epilepsy  which 
had  resisted  the  most  heroic  doses  of  the 
iodide  disappear  like  magic  before  a  mild 
ptyalism.  I  usually  employ  the  blue  mass 
properly  guarded  with  opium  as  one  of  the 
mildest,  and  at  the  same  time  most  efficient, 
of  the  preparations ;  but  it  does  not  make 


much  difference  which  form  is  selected; 
only  remember  this :  Give  the  mercury 
boldly  and  persistently  until  ptyalism  is 
induced,  but  give  it  cautiously ;  watch 
the  mouth,  and  the  moment  the  gums  be¬ 
come  the  least  sore,  reduce  the  dose,  but 
do  not  withdraw  the  remedy  altogether  : 
keep  the  mouth  a  little  sore  for  some  days 
or  weeks,  as  may  be  necessary. 

In  regard  to  the  use  of  counter-irritants, 
I  have  not  employed  them  to  any  extent  in 
chronic  cerebral  syphilis.  They  may  be 
of  value,  especially  in  cases  of  meningitis, 
but  they  are  very  annoying,  and  in  most 
cases  you  can  get  along  without  them. 


